A four-muscle-flap for thoracomyoplasty in patients with sacrificed thoracodorsal vessels.
Defects after prior posterolateral thoracotomy and with concomitant bronchiopleural fistula remain a challenge for the plastic surgeon. In most of the cases, the thoracodorsal artery division after posterolateral thoracotomy impairs the vascularisation supply of the latissimus dorsi, resulting in the loss of this option for closure of the pleural cavity. Therefore, the adequate filling of residual empyema space and/or surgical closure of the bronchial stump insufficiency needs additional tissue to overcome this situation. We present an alternative approach using a four-muscle-flap technique including the infraspinatus, the subscapularis and the teres major and minor muscle group, all pedicled from the subscapular artery as a part of a modified thoracomyoplasty technique for closing the residual empyema space and bronchial stump insufficiency. Between 2002 and 2008, we performed the four-muscle-flap on seven patients (mean age 68±7.9 years) with residual empyema space. Three cases were combined with a bronchopleural fistula. All patients received a two-stage procedure. First, the thoracic surgeons performed an open-window thoracostomy. This procedure was followed by the definitive surgical treatment after 3-6 months. In cases with an additional bronchial insufficiency, the stump was covered in with a subscapularis muscle. The infraspinatus and the teres muscle group were used to fill the pleural cavity, in combination with the thoracoplasty. In this series, no mortality connected to the procedure was noted. The mean postoperative stay in the intensive care unit (ICU) was 3±2.9 days and the patients were discharged from the hospital after 15±7.6 days. Minor postoperative complications occurred in two cases. Shoulder abduction in all patients was possible up to 90° and has decreased around 15±10° postoperatively. The division of the thoracodorsal pedicle and the consecutive loss of the latissimus as a reconstructive option remain challenging. The lower shoulder girdle muscles (infraspinatus, subscapularis, teres minor and major) are an adequate alternative for filling residual empyema spaces. The constraint in shoulder movement is minor and acceptable in such situations.